Voice after laryngectomy "Speech buttons" could be more widely used Most patients are struck dumb, at least temporarily, when told that they have cancer, but for those with carcinoma of the larynx this may prove to be more than a mere figure of speech. In many the voice has already deteriorated, and over three quarters of those who have a laryngectomy fail to develop adequate oesophageal speech.'2 Inability to communicate often makes these patients totally unemployable.3 This, together with the presence of a permanent tracheostome and their altered body image, may contribute to a deep sense of isolation and depression. Though some make no complaint, all find the experience intensely disturbing. For many the disability is long lasting as overall five year survival is about 80%. 4 Fortunately, many patients with early disease can be cured with radiotherapy alone and their voice quality restored to its premorbid state.57 By contrast, some fail to respond favourably to treatment or develop a recurrence after radiotherapy. Others present with advanced disease, and for these unlucky patients total laryngectomy provides the only hope of long term survival.89 Perhaps the greatest management problem is the choice of treatment for those with locally advanced (T3NOMO) disease.'0 In this group of patients survival rates for primary radiotherapy have been almost comparable but are inferior to those for surgery."-'3 Perhaps unsurprisingly, up to one in five patients choose radiotherapy, even though it is therapeutically inferior, to preserve their voice. '4 Voice conservation can be achieved with surgical treatment for a small minority. Cordectomy and vertical or horizontal partial laryngectomy may be as effective as radiotherapy in controlling disease that is still at an early stage and well localised. This form of surgery does not always eliminate the need for tracheostomy, and the quality of phonation afterwards is rarely good, except after supraglottic laryngectomy. 1 Furthermore, all these procedures are fraught with complications, not the least of which are aspiration pneumonia and recurrence due to inadequate resection. Over the years total laryngectomy has therefore proved to be the single most reliable and oncologically sound procedure. Many surgeons regard this as the only practical alternative to radiotherapy.
The traditional rehabilitative approach after surgery is for speech therapists to work intensively over several weeks with a patient who has just undergone laryngectomy. They teach them how to ingest air into the oesophagus, regurgitate it in a controlled manner to produce sound, and then modulate and articulate it into comprehensible speech. As only about 80 ml of air can be held in the oesophagus speech has to be delivered in a series of staccato phrases punctuated by gulps of air. A few patients become remarkably fluent -some even singbut most achieve little more than a whisper. Those who have remained silent have been equipped with vibrating devices, which they have held in contact with the neck and activated while mouthing words.'6 Their utterances, often unintelligible, are frequently likened to those of extraterrestrial, science fiction creatures, a source of constant amusement to young children but a continuing source of misery for the victim.
Several factors determine whether or not patients acquire a satisfactory oesophageal voice. Detailed analyses of the functional anatomy of the reconstructed pharynx have concentrated mainly on where the sound is produced: the pharyngo-oesophageal segment. Stricture, spasm, and hypotonicity ofthis segment are all associated with poor speech and are readily shown by videofluoroscopy. In some patients surgery may overcome these problems. This takes the form of flap reconstructions for strictures or myotomy to decrease spasm. Hypotonicity may occasionally be rectified merely by digital pressure on the front of the neck during phonation."7 Attributing poor oesophageal speech to a patient's psychological, sociological, or intellectual limitations is no longer acceptable.
All this takes time, but a few readily identifiable patients (for example, those who have undergone salvage for advanced disease) have relatively little of this valuable commodity left. Worse still, extensive resections of the pharynx, or oesophagus in addition to the larynx, reconstructed with stomach, colon, or myocutaneous flaps rarely allow the patient to speak well no matter how much effort is put into speech therapy.
Fortunately the surgical management of such patients and those who are dissatisfied with the quality oftheir oesophageal voice has changed radically in the past decade. Although primary and secondary tracheo-oesophageal puncture and the formation offistulas through which patients can shunt air into their pharynx are far from new,'819 the techniques for preventing unwanted salivary leaks and aspiration certainly are. A wide variety of silicone, flanged, valved stents are now available for insertion into the fistula. The patient merely blocks his or her tracheostome with a thumb and injects into the pharynx just as much air as is necessary for conversation.
Even better, recently developed stomal valves automatically 2 BMJ VOLUME 304divert the air flow through the artificial fistula during forced expiration. This leaves the patients free to gesticulate with both hands to make their points more forcibly. Good functional results with these speech buttons have been reported from all over the world, and long term complications seem to be relatively few.2"22 Many patients who have been unable to acquire oesophageal speech have been successfully treated: fluency rates of 90% have been achieved. '8 The success of these valves has been so well publicised that the relations ofmany patients in the United Kingdom ask why so few have had speech buttons fitted. Cost is not a limitation-it is similar to that of a routine intermediate procedure in ear, nose, and throat surgery, and the cost of annual maintenance is no more than £150-200. The reason probably lies more in the conservatism ofBritish surgeons and past experience of unplanned and uncontrolled pharyngeal fistulas complicating laryngectomy. No doubt primary puncture at the time of laryngectomy will receive the same circumspect approach, though it is being performed in a few British centres. Dedicated and well trained auxiliary staff are necessary to provide a speech button service, but no good reason exists why this cannot be realised in any centre performing a reasonable amount of surgery for cancer of the head and neck.
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Failed hip replacements
All replacements willfail eventually; revision needs to be done by specialists Total hip replacement is big business. As many as 40 000 of these operations are performed each year in the United Kingdom, and 98% ofpatients are said to be satisfied with the result. After early reports of the prosthesis loosening,' much attention is now paid to the longevity of replacement hips. Results vary widely, with failure rates of up to 24% being reported.2 Once a primary hip replacement has failed it needs to be revised, but revision arthroplasty is more time consuming, more complicated, and more expensive than the primary procedure.3 Some practices claim that over half of all total hip replacements are revisions and that workload is likely to increase. 4 Hip replacements fail for several reasons. About 5% of patients have a serious complication associated with surgery, though most complications resolve themselves or are correctable. 5 The main problem is more long term and is simply the failure of the components to remain fixed to bone owing to fractured cement,6 loss of bone stock,7 and the wear products produced by the friction between the metal femoral component and the high density polyethylene acetabulum. 8 Because most hip replacements will fail given time the right patient must be chosen for the operation in the first place. Those over 60 years old are likely to place less strain on the hip and thus improve its lifespan.9 Younger patients and those who are overweight do not do so well. ' The surgeon can do much to delay the onset of problems. Surgical technique is vital to the success of the procedure, particularly the use of advanced, pressurising, cementing techniques." The design of the component is also important, clinical experience suggesting that femoral components with rounded edges and a rectangular cross section give better results.'2 Thicker acetabular components also tend to do better than thinner ones.'3 The risk of deep infection can be minimised by the prudent use of antibiotics and clean air operating theatres, such that the unacceptably high infection rates of early studies'4 can now be reduced to less than 1% for primary procedures. '5 The method of fixing the prosthetic components to bone may also influence the performance of the replacement. Some centres now favour uncemented replacements instead of the traditional cemented fixation. The idea that bone should integrate precisely with the components without the need for any grout has attractions, but prosthetic integration is actually very limited'6 and the results are not universally convincing. There is therefore now a trend towards use of the hybrid hip replacement, cement being used to secure the femoral component while the acetabulum is seated in a press fit, uncemented manner. Initial results are favourable. '7 Despite all these efforts, total hip arthroplasties do eventually fail, and the problem of the revision procedure has to be addressed. The commonest form of revision replacement in the United Kingdom is the conversion of a failed cemented primary hip replacement to a cemented revision. The frequency of early postoperative complications after revision arthroplasty may be twice that after primary intervention.'8 Also though the early results of revision surgery can be nearly as good as results for the primary operation,'9 the failure rate of the revision replacement is much higher20-occasionally as
